Herpes zoster generally affects sensory nerves, but occasionally motor nerves also are affected,'2 so that flaccid muscle paresis develops in the segments corresponding to the dermatomes in which cutaneous lesions appear. The site of the lesion in the motor neurone is not clear, but the absence of electromyographic fasciculations and slow motor conduction velocity point to motor axon damage. Postherpetic paresis of the diaphragm has been reported in rare instances.34 In the present case it developed on the left side after ipsilateral cervical herpes zoster, with the electromyographic signs of neurogenic paresis of other muscles in the same segments. Hemidiaphragmatic paresis after cervical herpes zoster in a man with chronic bronchitis and emphysema: (a) first low position ofthe diaphragm due to emphysema, followed by (b) left-sided paresis (September 1980). Two straight lines, tangential to the highest point ofeither dome and perpendicular to the axis ofthe spine, determine the difference in level.5 870
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Discussion
The phrenic nerve originates mainly in C4 and partly in C3 and C5, segments that also supply the affected shoulder muscles; the sternocleidomastoid and trapezius are innervated by the accessory nerve, which has a cranial as well as a cervical spinal root and also receives branches from the cervical plexus. We postulate a causal relation between the observed phrenic paresis and the herpes zoster affection for the following reasons: firstly, the phrenic motor nerve block coincided with electromyographic features typical of neurogenic paresis in ipsilateral neck and shoulder muscles; secondly, the phrenic paresis came to our attention only two months after the herpetic eruption and did not exist four months before it, and it subsequently regressed when the neck paresthesiae improved and the electromyogram of neck and shoulder returned to normal; and, thirdly we ruled out other known causes of phrenic lesions for example, mediastinal inflammatory and neoplastic disease, pneumonia, pleural effusion, trauma, subphrenic abscess and other abdominal infections.6 871 As usually happens in the unilateral condition,' our patient tolerated the diaphragmatic paralysis remarkably well despite his severe chronic obstructive lung disease. The transdiaphragmatic pressure at maximum inspiration, another valuable index of phrenic function,8 was 21 cm H20 in November 1980 and 17 cm H20 in February 1981 (normal value > 25 cm H20) . These low pressures should not, however, be taken as evidence of diaphragmatic paresis since the emphysema of our patient could have produced the same defect. 9 The case suggests that in some instances so-called idiopathic paralysis of the diaphragm could be related to herpes zoster. It must still be differentiated from malignant invasion of the mediastinum; this problem is compounded by the fact that malignant disease itself can predispose to herpes zoster.
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